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with dorsal inlay of buccal mucosa and tubularization. Our objective is to evaluate success of each procedure.
METHODS: We prospectively reviewed the charts for those who underwent staged repair for multiple failed hypospadias and complex strictures.42 patients were included in the study.The time period was from 2010 to 2018 where we did Johnsson's Staged Urethroplasty followed by the second stage with dorsal inlay buccal graft augmentation and urethral tulbularisation.
RESULTS: Mean age of was 34.5 years .We see young adults with multiple failed hypospadias .The last patient was operated 7 times before being referred to us as hypospadias cripple, stricture and multiple urethrocutaneous fistula. After a mean follow up of 16 (6-45 months), none of the patients needed redo graft placement for urethral stricture or recurrence.1 patient had glans dehiscence and 1 had complete dehiscence due to infection.3 patients has urethrocutaneous fistula which were closed subsequently.
CONCLUSIONS: Complex Penile Stricture and Hypospadias cripple patients can be managed with staged urethroplasty with placement of BMG graft to aid a failing urethral plate. Placing the BMG during the second stage rather than contemporary first stage is superior to the technique of BMG placement during first stage. This modification decreases patient morbidity, improves success, and results in a small, but significant paradigm shift in the management of failed hypospadias. Larger multinstitutional studies are required to substantiate our experience.We present our long term results which prove the feasibility, efficacy and success of this approach.
Source of Funding: none

V05-07 TRANSCORPORAL ARTIFICIAL URINARY SPHINCTER SPHINCTER-THE GULLWING MODIFICATION
Jyoti Chouhan*, Parth Thakker, Ryan Terlecki, Winston-Salem, NC INTRODUCTION AND OBJECTIVES: The artificial urinary sphincter (AUS) is most commonly placed in men with non-neurogenic stress urinary incontinence. In the setting of prior urethral compromise, transcorporal AUS placement is often considered. At present, the generally accepted approach has significant limitations in the degree of urethral protection and conservation of corporal capacity for future restoration of sexual health. Therefore, we offer our alternate approach to transcorporal AUS placement, termed the gullwing modification.
METHODS: In this video, we present a novel technique for transcorporal placement of the AUS, termed the gullwing modification.
RESULTS: After the patient is prepped and draped in the usual sterile fashion, a perineal incision is made and dissection is carried down to the level of the bulbar urethra. Bracket shaped flaps are outlined on the ventral aspect of the tunica albuginea for both flanking segments of corpora cavernosa. These areas are then incised such that flaps can be raised and brought over the ventral urethra. The flaps are then suture approximated to each other using 4-0 Chromic suture. Care is taken to approximate the tissue without tension to avoid urethral compression separate from the AUS cuff. The reinforced urethra is then measured, and a cuff size 0.5 centimeters above measurement is selected to reduce the risk of postoperative urinary retention. Prior to cuff placement, the tunical defect on the ventral corpora cavernosa is measured and covered with a similarly-sized segment of commercially available allograft. The graft is sutured in place with running 4-0 Monocryl suture. After cuff placement, the additional AUS components (pressure regulating balloon, pump) are placed in standard fashion. Flexible cystoscopy is performed while cycling the device to allow visual confirmation of both proper opening and coaptation of the urethra. With the device deactivated, a 12 French silicone catheter is placed per urethra and all incisions are closed in multiple layers of absorbable suture.
CONCLUSIONS: The gullwing modification for transcorporal AUS placement allows for circumferential urethral reinforcement with tunica albuginea from the corpora cavernosa. This provides additional support over prior technique descriptions in an attempt to further prevent subsequent cuff erosion. Additionally, corporal grafting avoids the need to compromise the three-dimensional anatomy relevant to future consideration of a penile prosthesis, if desired.
Source of Funding: None
V05-08 INTRAOPERATIVE ADJUSTIBLE NON OBSTRUCTIVE BULBOURETHRAL SUSPENSION
Yves Wyss*, Marco Randazzo, Hubert John, Winterthur, Switzerland INTRODUCTION AND OBJECTIVES: The bulbourethral suspension with intraoperative urodynamic adjustment was proposed for patients with post-radical prostatectomy incontinence in 2004. This non obstructive sling technique has now been routinely used for years in our department in patients with severe stress incontinence and has become an alternative to artificial urinary sphincter implantation.
METHODS: This video demonstrates the standardized technique step by step. Antegrade urethral opening pressure and functional urethral length are determined before skin incision in general anesthesia without relaxation. After a perineal vertical midline incision just below the scrotum the bulbocavernous muscle is exposed and splitted. In a next step, an angled guide needle is introduced paraurethrally through the perineal access and is brought up strictly retropubically, lateral to the bladder neck, to the suprapubic skin. Cystoscopy is performed to exclude bladder perforation. A 4 x 2 cm non resorbable porcine dermal skin implant for bulbar urethal protection is sutured onto the 2.5 cm wide partial resorbable polypropylene/ polyglycolic-acidcaprolacton sling. Through the curved -perforated guide needle, the sling is drawn suprapubic with a wire. The suspension elevates the pelvic floor and improves functional urethral coaptation. A transverse suprapubic incision about 6 cm long is made down onto rectus fascia. Gentle pressure of the fist is applied onto the bladder with parallel increase of the sling tension to determine optimal antegrade urethral opening pressure. We aim an increase of the antegrade urethral pressure of 20-25 H20, as well as a prolonged functional urethral length. Repetitive antegrade pressure measurements confirm reliable introperative dynamic adjustement. Once the final pressure is accepted, the polypropylene ends are knotted.
RESULTS: In 2004, initial series showed feasability in 16 patients with social urinary continence rate of 69 %. Midterm term followup results after 36 months in 57 patients confirmed stable 60 % social continence and 14% significant improvement. Pressure-flow studies excluded infravesical obstruction. Only 12% of the patients underwent artificial urinary sphincter implantation in the long-term course.
CONCLUSIONS: The presented bulbourethral suspension technique is a standardized, intraperative adjustable and non obstructive urethral sling technique with high social continence rate and patient statisfaction.
Source of Funding: none
V05-09 ROBOTIC BLADDER NECK CLOSURE IN THE COMPLEX NEUROGENIC BLADDER PATIENT
Unwanaobong Nseyo*, Michael Albo, Andrew Karim Kader, San Diego, CA INTRODUCTION AND OBJECTIVES: The management of the lower urinary tract continence can be complex in patients with neurogenic bladder. Oftentimes, many procedures maybe attempted in an effort to achieve social continence. Often when antispasmodics and urethral bulking agents fail, the native urethra must be abandoned and a bladder neck closure is needed. Traditionally, bladder neck closure has been performed as an open procedure, however, when coupled with a minimally invasive approach, bladder neck closure can be safely and
